Sir: Hypokalemia is one of the most clinically important of the electrolyte abnormalities, since it can produce a serious and potentially life-threatening condition. We describe a rare case of a hypokalemic patient in whom the outstanding clinical problems were coma and tetany.
A 36-year-old woman complained of chest discomfort and requested emergency medical service. When the patient was admitted to our emergency room, she was in a deep coma and had tetany in all extremities. She could not open her eyes or vocalize and she did not respond to pain. No arrhythmia was observed on her electrocardiogram. Arterial blood gas analysis revealed pH 7.514, PaCO 2 6.5 kPa, PaO 2 10.5 kPa, base excess 13.6 mmol/l, Na 134.9, K 2.25, Ca 1.05 and Cl 89 mmol/l. After calcium chloride and magnesium sulfate were administered intravenously, the tetany disappeared, but her consciousness did not show any remarkable change. Her brain computed tomography was normal. With the continuous infusion of potassium chloride, her consciousness gradually improved. The patient was almost alert 6 h after the start of potassium chloride infusion. The serum potassium was increased to 3.24 mmol/l at that time. Later, it was found that she had been suffering from pseudoBartter syndrome for a few years.
This clinical course suggests that coma was closely linked with hypokalemia. Her consciousness recovered quickly in association with the increase of serum potassium from 2.25 mmol/l to 3.24 mmol/l. Several consequences of hypokalemia are well recognized. However, only a few cases of consciousness disorder following hypokalemia have been reported [1, 2] . The pathophysiological mechanisms of the hypokalemic coma are unclear. Changes in transmembrane potential or inhibition of intracellular enzyme following intracellular potassium depletion have been suggested as mechanisms [2] . In the present case, hypokalemia occurred in association with pseudo-Bartter syndrome. Although anorexia nervosa, diuretic abuse or chronic vomiting is each a well-known cause of pseudo-Bartter syndrome, we could not find such mechanisms in our case. The severe tetany was observed in all her extremities upon admission to our emergency room. The tetany was caused by hypokalemic alkalosis following pseudo-Bartter syndrome. Although the tetany disappeared after the administration of calcium and magnesium, the coma did not improve, which suggests that the tetany was not involved as the pathophysiological cause of her unconsciousness.
Although hypokalemic coma is very rare, it is important as a cause of consciousness disorder. When we encounter unconscious patients with hypokalemia, we should keep in mind the possibility of hypokalemic coma.
